Reducing unnecessary testing lessens the cost burden of medical care, but decreasing use depends on consistently following evidence-based clinical decision rules.
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A nkle injuries account for nearly 2 million visits to the emergency department (ED) in the United States and Canada each year. 1 Of these injuries, 15% involve clinically significant fractures of the ankle. 2 First described in 1992, the Ottawa foot and ankle rules (OFARs) were developed to assess the need for radiography in patients with an acute ankle or foot injury. 3 Prospectively validated in 1993 by Stiell et al, 3 the
Ottawa ankle rule requires localized bone tenderness of the posterior edge or tip of either malleolus or the inability to bear weight both immediately after the injury or in the ED ( Figure) . The Ottawa foot rule was also validated during the same study and requires bone tenderness at the base of the fifth metatarsal, bone tenderness at the navicular, and the inability to bear weight both immediately after the injury and in the ED. per 100,000 patients in Canada. 6 The lack of acceptance of this established tool at the clinical bedside has been reported and used as a case example of knowledge translation failure. 7 A surveybased study 8 suggested that 90% of US and Canadian emergency physician respondents were aware of the rules. However, 35% of US respondents reported using them in daily practice compared with more than 80% of their Canadian counterparts. 8 The mere publication of an abundance of confirmatory studies is insufficient to result in widespread implementation and changes in practice, even in the centers originally involved in developing and validating the Ottawa ankle rules. [8] [9] [10] Moving the decision-making process from the physician to the nurse at bedside has been done in the ED setting, and studies have established that there is not only accurate understanding of CDRs among nurses, but there is agreement between nursing orders of radiography and physician practice. [11] [12] [13] The OFARs have also been shown to be easily interpreted and applied by nursing staff after adequate training. 13 Whether the nurse as a primary decision maker decreases radiography orders (thereby decreasing ED LOS) is still subject to debate. One study reported that imaging ordering by triage nurses decreased LOS in patients suspected of having a fracture. 14 Another study 15 at an urgent care center failed to show a significant decrease in LOS when ordering authority and OFARs were taken on by nursing staff and showed an increase in orders for radiographic imaging. Others have shown conflicting data on the effect of CDR implementation in ED triage on LOS.
15-18
We set out to determine whether implementation of the protocol-driven OFARs at triage would decrease the number of radiography orders in the ED as well as LOS.
Secondarily, we hoped to determine patient expectations of radiographic imaging and patient satisfaction as rated by both patients and clinicians, defined here as triage nurses, other nursing staff, residents, physician assistants, nurse practitioners, and physicians. 
Methods

Procedures
The LVHN staff was not blinded to the study; they were told that the investigators were conducting a research study to assess the amount of radiographic tests being ordered.
Each eligible patient was identified at the primary triage nurse encounter and approached by a research
Figure.
Ottawa rules for assessing the need for radiography in patients with foot and ankle injuries.
Reprinted from Stiell et al, 3 with permission from Elsevier. 
Discussion
Despite the influence of knowing their care was being observed for a research study, clinicians ordered radiography for 58 of 60 patients. This behavior suggests that even when clinicians are being observed and instructed to use CDRs, they tend to order radiography. We were not able to assess one of our primary outcomes (LOS) because only 2 patients did not receive orders for imaging.
The clinicians in the current study may have held similar attitudes to US physicians in another study, who were found to have the least positive attitudes toward the use of CDRs compared with physicians in other countries. 8 Despite believing that CDRs are intended to cut health care costs and improve quality of care, many US physicians also believe that CDRs will not protect them from patient complaints, will challenge physicians' authority, and may increase the likelihood of litigation. 8 A missed fracture is one of the most common reasons for litigation in the United States. 8, 19 As reported by Wilson et al, 20 physicians perceived that patients would not be satisfied with their care unless they received testing and that patient preferences tended to influence physician compliance with guidelines.
Another factor that may have influenced the number of radiography orders could be related to the failure of The mean difference in total LOS between the 2 groups was -6.5 minutes (P=.297) in favor of the intervention group. In patients with a fracture, the median time in the ED for the control group was 137 minutes, and in the intervention group, 103 minutes (P=.112).
In patients without a fracture, the median time in the ED for the control and intervention groups was 96 minutes and 85 minutes, respectively (P=.751).
Although there was an increase in overall clinician- Canadian physicians to determine whether they accurately, consistently, and exclusively used the OFARs.
The overall response rate was 69.7% for the study, and 89.6% of those who responded stated that they used the OFARs always or most of the time. 10 However, only 30.9% were able to distinguish all components of the rules when questioned. 10 Gravel et al 22 developed a mnemonic device to improve retention of all components of the OFARs. A single-blinded randomized control trial was undertaken during a pediatric emergency medicine rotation. 22 Students and residents in the intervention group were instructed on the 44-55-66-PM (inability to ambulate 4 steps immediately or in the ED, pain at the fifth metatarsal or the scaphoid, and pain 6 cm along the posterior edge of either malleolus) mnemonic device and answered a questionnaire at 3 weeks and 5 to 9 months after instruction. 22 After 3 weeks, knowledge of the components from the OFARs was similar, but at long-term follow-up, the intervention group showed an increased ability to remember components from both the mnemonic device and the OFARs. 22 In the current study, the educational intervention was not assessed, but moving forward with future studies, a pre-and posteducation test could be used to assess retention of knowledge.
Because nearly all of the patients in the intervention group underwent radiography, conclusive comments about patient satisfaction with radiography orders is difficult to ascertain. However, patients have been shown to be equally satisfied with care irrespective of radiography for acute ankle and foot injuries in previous studies. 20, 23 Research has shown that effective communication can facilitate decision making, improve patient understanding, and increase patient satisfaction. Physicians' practice habits can be assessed through a survey study, and comparisons can be made with the literature to assess the role that CDRs play in everyday practice. Further, public campaigns to ensure that the correct tests are ordered may have to emphasize the necessary conversations between clinicians and patients that change patients' expectations.
Conclusion
We found no statistical evidence that use of the OFARs results in a decrease in the number of radiography orders or a decrease in LOS. Although LOS was less in those with an acute fracture, the sample size was too 
